A. Figure. A. Coronal CT showing superiorly-based soft tissue mass in the left max illary sinus and bilateral ethmoid sinusitis. B. Maxillary sinoscopic view (4 mm, 0 degree) via the can ine fossa showing a large oval-shaped polyp in the super ior-posterior portion of the left maxillary sinus. Note an accessory ostium in the upper medial aspect of the sinus.
A. Coronal CT showing superiorly-based soft tissue mass in the left max illary sinus and bilateral ethmoid sinusitis. B. Maxillary sinoscopic view (4 mm, 0 degree) via the can ine fossa showing a large oval-shaped polyp in the super ior-posterior portion of the left maxillary sinus. Note an accessory ostium in the upper medial aspect of the sinus.
B.
This 67-year-old man complained of recurrent sinusitis. nasal congestion and frontal headaches. He had previously undergone nasal polypectomy, septoplasty and partial turbinectomy. Nasal endoscopy revealed smal1 polyps in the middle meatus and between the nasal septum and the remaining middle turbinate on the left side. Sinus computed tomography revealed opacification of the ethmoid sinuses, soft tissue lesions between the nasal septum and left middle turbinate, and a large oval-shaped lesion in the left maxil1ary sinus which originated from its roof ( Figure I In view of recurrent sinusitis, the patient underwent endoscopic sinus surgery.Telescopic maxil1ary sinoscopy via the canine fossa showed a large polypoid mass filling the posterior-superior portion of the left maxillary sinus. An accessory ostium was also noted medial to the mass. A ball-tip probe (Lusk) was passed transnasally into the maxillary sinus through the accessory ostium. The mass could be easily moved laterally and anteriorly and was found to be pedicled from the antral roof ( Figure I: B) . It occluded the natural ostium. The antral mass was removed through a widely opened middle meatal window. Two years later, there is no recurrence of the antral polyp.
The superiorly-based antral polyp, as shown in this case, can be removed either via a middle meatal antrostomy or Caldwell-Luc approach. The former approach requires creation ofa wide middle meatal window through which an angled scissors or an angled through-cut punch forceps may be passed using an angled telescope (30 or 70-degree). After the cutting instrument is passed transnasally into the antrum, a a-degree telescope connected to a video camera is passed into the maxillary sinus via canine fossa sinoscopy. The pedicle of the lesion may then be transnasally incised under maxillary sinoscopic guidance. The entire lesion can then be removed. This will prevent accidental injury to the infraorbital nerve which runs along the antral roof. If this procedure is technically difficult through a transnasal approach, we recommend excising the superiorly-based polyp via a mini-Caldwell-Luc procedure.':' A small anterior maxillary sinus window is made in the canine fossa at the sinoscopy site using an electric drill or a small chisel (4 mrn), This provides safe and rapid access to maxillary sinus lesions with minimal morbidity. In either technique, endoscopic examination through the canine fossa opening ensures complete removal of the maxillary sinus mass lesion.
